Background: In Canada, primary care practitioners provide the majority of care for elderly patients. Increasing volume and complexity of care compounded by a shortage of specialized geriatric services has lead to problems of fragmented, inefficient, and often ineffective service for this population. Integrated models that bridge primary and secondary care have emerged as a major theme in health reform to address such challenges for care of the elderly. Although primary care practitioners are important stakeholders necessary for successful uptake and sustainability of such integrated models, this perspective has been largely unexplored.
Introduction

Background
Frail seniors with multiple conditions and complex bio-psychosocial problems represent the fastest-growing segment of the aging population [1] . While primary care practitioners provide the majority of care for these individuals, many barriers and challenges stress our fragmented and often ineffective health service for this population [2] . Many jurisdictions are faced with an aging population and a shortage of specialized geriatric services. In Canada, there are approximately 200 geriatricians serving 3.2 million seniors over 75 years of age [3] . Integrated (multidisciplinary) approaches between primary and secondary care have emerged as a recurrent theme in reform of healthcare for the elderly [4] . Canadian government has promoted and allocated substantial funds to primary care renewal initiatives that emphasize interprofessional teamwork [5] ; family health teams introduced in Ontario in 2006 are an example of this initiative [6] . There are over 200 interprofessional family health teams in Ontario that are uniquely positioned to serve the needs of complex patients, such as frail seniors. The emergence of such interprofessional primary care teams have fostered "grass-roots" team-based integrated initiatives that provide programming for elderly patients with complex health problems [7, 8] Present knowledge There are numerous multidisciplinary, integrated primary care geriatric models, variously described as guided care [9, 10] , home-based care [11, 12] , interdisciplinary transition care [13] , collaborative care [14, 15, 16] , integrated case management [17] , comprehensive team care [18] , and all-inclusive care [19] . Teams are typically composed of practitioners from nursing, social work, psychology, psychiatry, geriatric medicine, geriatric psychiatry, physiotherapy, occupational therapy, internal medicine, and family medicine [20] . Patient populations often include seniors with dementia [14] , depression [21] [22] [23] [24] [25] , arthritis [26] , as well as minority groups [22] , veterans [13] , house-bound [11, 12] , complex [27] , palliative [18] , and low-income seniors [28] . Evaluations of interdisciplinary teams have mainly focused on patient and their informal caregivers [11, 19, 29] . Enhanced care processes of reduced wait times to access specialized services, increased pneumonia vaccination rates, and improved medication prescribing were reported (19, 20, 30) .
Gaps in knowledge
Primary care practitioners involved with (or whose patients are involved with) integrated programs have been identified as key stakeholders for successful implementation and uptake [6] . It has been recommended that practitioner satisfaction should be measured in all interdisciplinary care management programs [31] , although few studies have evaluated their perspectives in this context [31] . Studies that considered this perspective [28, [30] [31] [32] were limited to quantitative surveys that evaluated physician satisfaction with various elements of the team's intervention, but it was generally not studied as a main outcome measure. Overall, physicians were satisfied with team interventions and particularly valued increased availability of resources for their patients [28, [30] [31] [32] . Even fewer qualitative studies have explored health practitioner experience with integrated care of the elderly. One qualitative study in Ontario, Canada, used focus groups to gain a deeper understanding of the experience of health professionals delivering interprofessional home care for older adults at risk of falling [11] . Overall, team members found that this program created a climate that promoted a shared vision of patient goals and better understanding of each other's roles, contributing to perceived team effectiveness and ultimately improved patient care [11] . Another qualitative evaluation found relational tensions between practitioners and impaired team effectiveness, potentially limiting quality of care in a longterm care setting [33] . Focus groups with psychiatrists, family physicians, social workers, and dieticians participating in a shared mental health primary care program identified flexibility, communication/collaboration, educational opportunities, access to patient information, continuity of care, and maintenance of practitioner and patient satisfaction as major strengths of the program [34] . Shared care was described as highly dependent on communication style, skill and expertise, availability, and attitudes toward shared care [35] . Qualitative evaluations that focus on the experience of primary care practitioners referring their community-dwelling elderly patients to integrated, interdisciplinary programs has not been explored.
Practitioners at Stonechurch Family Health Centre (SFHC) (an interprofessional primary care centre), in conjunction with colleagues from geriatric medicine and community agencies, developed and implemented a multidisciplinary, integrated program for seniors at SFHC. This centre serves over 15,000 patients, including approximately 750 seniors over 75 years of age, and is one of two academic practice units that form the McMaster Family Health Team, Department of Family Medicine (McMaster University, Hamilton, Ontario, Canada) [5] .
The purpose of our study was to gain a greater understanding of the perspectives of family physicians and nurses at SFHC that referred their patients to the newly developed integrated, multidisciplinary program, the Seniors Collaborative Care Program (SCCP), between November 2008 and November 2009. Their unique experience provides front-line knowledge of advantages, disadvantages, benefits, and limitations of this integrated program. This study has implications for program uptake and sustainability in the current milieu of primary care reform initiatives and re-distribution of resources from hospital to community that are occurring across every province in Canada as well as other jurisdictions [35] . Understanding how satisfied referring clinicians were with the SCCP will contribute critical knowledge about factors that may promote or detract from sustained uptake of this program.
Program description
Theoretical underpinnings
The framework for the Seniors Collaborative Care Program (SCCP) was based on the Shared Mental Health Care model, Hamilton Family Health Team [35] . The model emphasizes the central role of primary care practitioners as the cornerstone of the healthcare system and the natural partnerships between specialists and primary care providers. Collaborative relationship building is the key feature of the framework, leading toward better-integrated and more efficient healthcare delivery that is aligned with concurrent reforms of primary care taking place across Canada. Potential benefits for patients are enhanced quality of care and improved access to specialized care. Potential benefits for primary care practitioners are increased comfort and skill when managing complex health problems and increased effectiveness on the part of specialists as consultants and supports for primary care providers. The health system may benefit from a more efficient use of available resources, as well as addressing barriers that impede integration of primary care reform and may lead to prevention or early detection of health problems.
SCCP team composition
The Seniors Collaborative Care Program (SCCP) core team is located within theand one registered practical nurse (RPN), all with over 5 years' experience in primary care of the elderly. Additional SCCP members include a pharmacist, social worker, occupational therapist, and visiting geriatrician. All practitioners, with the exception of the geriatrician, are employed at SFHC. Funding support for the geriatrician is provided by the McMaster Family Health Team (3 hours per month), and this inclusion of secondary (specialized geriatric) care in the primary care setting is a unique component of the SCCP. The NP additionally provides an important patient co-ordination and administrative role. The SCCP was piloted at SFHC between November 2008 and November 2009 and has continued to operate. Figure 1 illustrates patient flow through the program. The early pilot phase of the program (November 2008 to June 2009) made use of telephone screening to identify seniors at risk of falling and dementia. This recruitment method was found to be inefficient, resource intensive, and not representative of usual practice, and it was subsequently replaced by a referral process. Between July and November 2009, healthcare practitioners at SFHC were invited to refer any elderly patient to the SCCP that they felt could benefit from the program. Twenty-five patients were referred to the pilot program (approximately 5 per month). Table 1 summarizes patient demographics, screening results, and reasons for referral during the pilot study. Figure 1 1. Screen for risk of depression, using Geriatric Depression Scale-Short Form [34] 2. Screen for risk of medication complications, using Levy Medication Risk Questionnaire [35] 3. Screen for risk of nutritional impairment, using SCREEN II [36] gram RPN, who conducted evaluations to determine risk of depression, medication complications, and nutritional impairment, using the Geriatric Depression Scale (short form) [36] , the Levy Medication Risk Questionnaire [37] , and the SCREEN II [38] , respectively. The program nurse practitioner or family physician subsequently conducted standardized assessments (1-hour appointment) at the same visit, employing relevant quality indicators to address presenting issues such as the management and prevention of falls [39] , and the diagnosis and treatment of dementia [40] . Visits with all providers, including the geriatrician, occurred at SFHC or in the patient's own home (2 patients). The SCCP is additionally supported by linkages with community agencies such as the Alzheimer's Society and the Community Care Access Centre, which coordinate services to support independent living.
Patient flow and program logistics
Table 1: Characteristics of referred pilot patients (n = 25)
There was no formal additional training undertaken by the RPN, NP, or FP to conduct evaluations or standardized assessments. Screening and standardized assessments were previously part of usual care provided by these practitioners, with the exception of the medication and nutrition screens. Visits were conducted at patient's homes for housebound seniors, which is a less prominent aspect of usual care at SFHC. Patient and caregiver goals and preferences were identified at the initial visit, and referrals were arranged to involve other SCCP team members as deemed necessary by the RPN, FP, or NP. For example, when medication complication risks were identified, the program pharmacist was consulted for a medication review. For diagnostic clarification and advice with more challenging management strategies, the visiting geriatrician became involved for either team consultation or direct patient care (25% of cases). , and what changes to their experience of caring for elderly patients were incurred (advantages, disadvantages). This approach is valuable for providing straight descriptions of events or experiences [41] . This approach provides useful data for small, independent research projects. The intent is to provide a description of our practitioners' experiences with the introduction of the SCCP, staying close to the data and using their own words. Aligned with qualitative description, inference is limited and founded in existing knowledge (clinical experience) of the research group [41] .
Team collaboration
Sample
We applied a purposive sampling strategy that made use of criterion sampling [42] . All nurses and physicians from within SFHC, who had referred at least 1 patient to the SCCP during the pilot phase, were invited to participate in order to gain a better understanding of how they experienced changes in caring for their elderly patients as a result of introducing the integrated SCCCP into their clinical environment. A criterion sample was obtained, in that all invited practitioners had referred at least one of their patients to the SCCP during the pilot phase study.
Interviews A research assistant that was external to SFHC and arm's length from both investigators and participants was employed to obtain informed consent from participants and to conduct interviews. Given that the project investigators work with study participants in clinical, academic, and teaching activities within SFHC, it was important to minimize perceived pressure to participate and to reduce potential bias influenced by pre-established relationships. One-to-one, in-person interviews were conducted using a semi-structured interview guide. All interviews lasted between 20-25 minutes and were transcribed verbatim. The research assistant conducting interviews was apprised of the SCCP program (description, logistics, goals) prior to the interviews but did not participate in the design or implementation of the clinical program or study, which may have limited the depth of the interviews. The interview guide is attached as Appendix A.
Analysis
Data were analyzed using conventional content analysis [42] . Transcripts were coded independently by two members of the research team, who then compared codes to reach consensus on themes. Codes were derived directly from the text, staying close to the surface and intended meaning of words, in alignment with the qualitative descriptive framework. Codes were then collapsed into meaningful themes of benefits, limitations advantages, and disadvantages.
Results
Participants
Four nurse practitioners and five family physicians took part in an interview, which represented a 100% response rate. The average age of nurse practitioners was 49.8 years (SD = 8.3). Physicians on average were 45.2 years (SD = 9.0). All nurse practitioners were female and one family physician was male. The average number of years in practice for nurse practitioners and family physicians was 17.7 (SD = 9.3) and 14 (SD = 6.1) years, respectively. Most participants (90%) were employed full time. All respondents had worked together at SFHC for approximately five years. All invited nurse practitioners (N = 4) and family physicians (N = 5) agreed to take part.
Themes
Six interconnected themes emerged from the healthcare provider interviews:
• accessibility,
• the benefits of a multidisciplinary team, • clear communication,
• learning, • the preventive nature of the program, and • the need for clarification of responsibilities.
Benefits and challenges to the SCCP were noted by participants and are described within each of the theme descriptions below. Quotes to highlight main findings are included in the text below, with each followed by clinician type and ID number.
Theme 1: Accessibility
Accessibility was a recurrent theme noted by clinicians and the most prominent theme overall. This theme included discussion about ease of process, location of specialty service, specialized care, and timeliness.
Ease of process
The process of involving patients in the SCCP was experienced as straightforward, and this contributed toward positive impressions of the program. One physician commented, I felt there was a lot of helpful clinical information that came from involving the patient with geriatrics and at the same time not a lot of fuss or muss to getting that to happen. (Physician #2)
One nurse commented on the process that accepted referrals from any healthcare provider (or learner) in the clinic. She noted that it allowed for a more responsive system that could address concerns identified from a variety of sources, an upgrade from the traditional physician-to-physician referral process. As she stated, I think it works well … if a problem is identified, a referral can be made by the resident, nurse, or staff doc on behalf of the patient or the patient's spouse; we can actually set-up the referral. (Nurse #4)
Location of service SCCP services provided either at patients' homes or at SFHC allowed patients to receive care in a comfortable and familiar setting: "They come here for their primary care so it's an extension of that. So their comfort level and how the system works, they already know" (Nurse #1).
A physician expressed the same idea, commenting, "Having them here at the clinic … provides easy accessibility … they're comfortable coming here anyway for their family doctor. They come to the same place" (Physician #5). This physi-cian further explained that having the SCCP situated on-site had benefits for practitioners as well due to the physical proximity:
I have talked to [team member] sort of on a non-formal consultation-type basis for some advice about a complicated patient of mine. She was able to offer me some advice. So it's nice to have them around … for non-formal consultations as well as formal consultations. (Physician #5)
Specialized care
Access to specialized expertise provided by the SCCP was a notable theme. Physicians acknowledged this when discussing the limits of their ability to provide optimal care. Their knowledge and scope of practice sometimes did not seem adequate to meet the needs of complex patients, and they appreciated the opportunity to connect and consult easily with members of the SCCP team who had other types of expertise. One physician explained,
The fact is most of the time when we're involving them … it's because we're feeling at the end of our best understanding of how to manage that problem [seniors with complex care issues] … it makes, can make a real difference between these patients continuing to do well in a community setting or potentially ending up in a situation where they're needing more support, like being in a nursing home. (Physician #2)
Another physician expressed similar thoughts about three patients that he referred to the program. As he described, "All three of them were quite complicated cases, all involving issues around dementia, home safety, long-term care, optimization of medical management. So these were very, very complex patients" (Physician #1). He elaborated:
I was feeling a bit stuck in terms of knowing how best to optimize their care and what more I could do for them. And with the involvement of the geriatrics team, I mean, all of a sudden the ideas about different things that could be implemented or trialed or offered or the services that were enhanced or set up for them, I think, made a significant difference. (Physician #1) A nurse observed that the addition of the SCCP allowed SFHC to continue to manage the needs of all but the most complex seniors. She stated:
with more and more seniors aging in the community and limited access to geriatricians … it was a good match for the Family Health Team and the primary care system to be able to handle a lot of things in house … and to refer out only the ones that need the specialized, more extensive care that we know is beyond our scope. (Nurse #2) A physician perceived access to the specialized care provided by the SCCP was beneficial not only for the patient and patient's family, but also increased the physician's confidence in the patient's care:
And it really helped with a lot of the transitions they [patients] were experiencing and it certainly helped me to feel more confident and comfortable with how they were being managed. (Physician #1) Timeliness Several practitioners identified accessibility of the SCCP as beneficial for their patients in terms of reduced wait times. A nurse stated:
I think it works well that now the clinic has somewhere that they can refer to without waiting months and months in the community. The length of the wait, like the waiting time to see a geriatrician, is decreased. (Nurse #3)
One physician shared how helpful it was to be able to access input from the geriatric team in a timely fashion:
So, you know, I was having a problem and [the team] immediately got involved and came to a house call, which was really helpful early in the process. So I didn't have to wait on the consultation and it didn't take weeks to get that happening. It happened over the course of a few days. So they were able to come and give some input right away, which was very, very helpful. (Physician #2)
Timeliness was also important in order to address issues as they arise for this population. As one physician stated:
You can deal with issues at the time the issues are presenting, and for one of my patients, who was in crisis around long-term placement and not managing at home, there were people there to help with the assessment when they really needed it. (Physician #1)
Theme 2: Multidisciplinary benefits
The importance of multidisciplinary and collaborative aspects of the SCCP team emerged as a key theme. Both nurses and doctors appreciated involving different disciplines that provided information and support from several perspectives, which maximized care.
Multidisciplinary collaboration provided a diversity of suitable plans that were realistic to the primary care setting, and an improvement over management advice from outside specialists, as one physician stated:
You can get appropriate management ideas and plans from a variety of sources that are geared to the nature of the problems that our family medicine patients have … you can have ideas from others, but if it's not practical and if it's not helpful, that doesn't matter at all. But this is, I mean, this is really understanding, understanding family medicine perspective and family medicine patients. (Physician #3) Multidisciplinary perspectives focusing on a diversity of care issues created a synergy greater than the individual practitioner contributions:
It was great to have a geriatrician there that I could have access to, to ask my questions. And it was wonderful to get input from all the different disciplines because they were all looking at different aspects of the patient's care … that provides the full picture for you. (Physician #4)
The case-based team meeting was identified as the platform for facilitating multidisciplinary collaborative processes. As stated by one nurse, the case presentation, I think, worked well … because it brought in different perspectives … all people's expertise are at the table and also the learners are involved … that maximized care and decision making. (Nurse #1)
Due to the large size of the care team, challenges with bringing all team members together limited full participation with case-based meetings. As one nurse stated: "organizing the time for all the appropriate providers to be involved was challenging" (Nurse #1).
Theme 3: Clear communication
Communication was a theme described primarily by family physicians, who expressed the importance of clear, concise communication with the SCCP. Clear and timely communication kept all healthcare providers up-to-date on patient care and made it possible for recommended changes or actions to be implemented efficiently. One physician stated: "I found that the communication back was very timely and useful, " adding, "I got feedback from all the members of the team on a few levels" (Physician #2).
Another physician explained:
I think it [communication] leads to better patient care outcomes because it's so timely and accessible and appropriate. So, the communication is so excellent, so there's no delays. You can implement changes right away. And I think that it's more efficient and I think there's less costly interventions done because of the better and more timely communication. (Physician #3)
Theme 4: Preventive nature of the program
Many of the practitioners interviewed discussed the importance of the preventive nature of the program and its ability to identify and intervene in problems early. This allowed plans to be put in place to keep issues from becoming crises, as explained by one nurse commenting on the invisibility of elderly in the practice and the system's inability to identify problems before a crisis: "we don't see them, we have a large population here and a large population of elderly … until they get into a crisis … somebody falls, breaks a hip, or is unable to cope. " She continued: "So by recognizing it before they get to that crisis, we could perhaps put something in place for them so they would have supports and they wouldn't get into that crisis situation" (Nurse #4). This sentiment was echoed by most of the nurses interviewed. The ability to intervene early was seen as beneficial for patient caregivers as well: "Intercepting safety concerns and not just identifying them but putting an action plan together that gives caregiver relief " (Nurse #2).
Identifying problems before a critical point in the continuum of care was perceived as potentially contributing to maintaining seniors in their environment of choice by delaying placement to long-term care. One physician reflected:
these are complex and potentially vulnerable patients who are on the edge, I think, of being able to continue to manage in the community. And I think this service, a service like this is essential to build capacity and confidence among family docs to keep managing those patients in their current setting. (Physician #2)
Theme 5: Learning
Practitioners reported educational benefits provided by the program for themselves, patients, and learners. Clinicians valued the education and support that was available when needed and felt that it contributed toward increased knowledge and skills in managing clinically challenging elderly patients: "this is essential to build capacity and confidence among family docs to keep managing those patients in their current setting" (Physician #2).
Another nurse commented on the importance of involving the main care providers (physicians and nurses) as a learning advantage over traditional outside referrals, explaining, What's working well is that the learners and the main providers are in the loop. It's not taken away and geriatrics totally manages them … having the program here I do think it's a great opportunity for resident and nurse practitioner student learning, pharmacy student learning as well … [which will allow learners to function] at a much higher level when they are in their own practices. (Nurse #2) Expanded awareness about specific patients with complex health problems across multiple healthcare providers within the clinic was reassuring to one physician, who stated, "I get input from different disciplines in the clinic and they become familiar with my patient and you're all now on the same page with the approach to this patient and our plan of management" (Physician #4).
Theme 6: Need for clarification of responsibilities
A key barrier was confusion around roles that resulted from patient involvement in the SCCP. One physician felt that patients stopped communicating with their own family physicians once they were enrolled in the SCCP, perhaps because they were not clear about who was providing care. He explained, "all these different care providers [become] involved. It might be confusing for families and patients to know who they should follow up with and when they should follow up, " suggesting that the team "could emphasize regular follow-up with their regular family physician" (Physician #1).
Another physician explained that the confusion about roles also extends to practitioners:
So for instance, when a patient phone calls come [sic] in, let's say from a family member, I don't know if that's my job to handle it or if it's their [SCCP] job to handle it, or just not knowing how things are sort of working. (Physician #2) Due to conflicting schedules, one family physician found it difficult to arrange in-person contact with the team and to understand which team member was most accountable for her patient, stating, "with all our roving times that we're all available sometimes, it's hard to connect with the, the person most responsible" (Physician #5).
Summary of results
Nurses and physicians referring their elderly patients to the SCCP identified ease of access, reduced wait times, enhanced bidirectional communication, as well as realistic recommendations from practitioners based within primary care as improvements to care processes that made this multidisciplinary, integrated program workable for them. Multidisciplinary perspectives contributed to program effectiveness through expanded options for patients and improved the quality of care for seniors, possibly through creative synergies that were greater than individual practitioner contributions. Perceived preventive aspects of the program also contributed to improved quality of care for seniors, which was considered critical for the frail elderly to minimize a spiral of complications and key to maintaining them in their environment of choice. Introducing the SCCP to the clinical environment where referring professionals work was associated with advantages of enhanced learning that increased comfort and skills with caring for elderly patients. Increased comfort was connected to feeling supported when referrers were at the limits of their capacity to provide optimal care, as well as increasing awareness within the clinic of seniors with complex health problems to ensure consistency of management approaches. There was a spill-over effect with introducing the SCCP that increased skills of referring providers. Knowledge transfer occurred mainly by keeping care within the clinic and by keeping main care providers (and learners) in the loop. This was achieved through participation in case-based team meetings, didactic learning opportunities, and inclusive communication strategies. Problems with role clarification and task assignment created confusion for patients and referrers and were perceived as disadvantages for referrers.
Discussion
This study has provided an important and unique focus on those who refer patients to specialized programs within their care environment. Success and continued uptake of such programs depend on having sustained referrals. Understanding the perspectives of referrers allows for meaningful reflection on what is working and what is not and creates a mechanism for modifying and improving program delivery based on feedback from those who are in a position to recommend program use. Overall, the perspectives of those who referred patients to the SCCP were positive. The main benefits and advantages for front-line practitioners referring their elderly patients to the SCCP were improved care processes, improved quality of care, as well as increased comfort and confidence when managing their elderly patients. The one main barrier cited related to some referrers not having an understanding of how they would or should continue involvement within the patient's circle of care.
The success of this program can partly be attributed to the grassroots nature of the evaluation of the SCCP, as this was a program that was inspired by needs of family medicine patients and practitioners; identified by family medicine practitioners; and developed, implemented, and delivered by the same family medicine practitioners in collaboration with specialized geriatric and community agency partners. This is similar to other programs that have also attributed key factors in the initiation and continuation of programs to starting small, based on an identified need, comties to discuss patients who might not need to be seen or who had been seen at a previous visit [35] .
The integration of a specialist into the primary care setting has also been explored in other studies, with many focusing on mental health. Lessons learned from these studies were similar to this study, with clinicians reporting increase in skill related to specialist expertise as well as greater efficiency in how care is delivered [35, 43, 44] . For example, specialist collaboration within primary care provided resources and back up that permitted the primary care clinician to more comfortably fulfill depression-screening, more aggressively formulate depressive diagnoses, and more effectively manage depressive episodes [44] . The most recent generation of research on mental health collaboration within primary care has focused on the elderly and concluded that consultative roles allow the specialist to indirectly but efficiently serve a large number of patients [44] . Rates of referrals to outpatient specialty psychiatry clinics by family physicians, participating in mental health integrated programs, decreased by 66% [35] . For geriatricians, such findings are of note given the insufficient number of geriatric specialists to meet all clinical needs.
Study limitations
This thematic analysis focused on referrers to the SCCP. There are other stakeholders important for uptake and sustainability of integrated programming, such as healthcare professionals delivering integrated care, patients receiving care, and learners participating in care. Future research should evaluate these perspectives.
Further, due to the small sample size, participants may have been less likely to report negative comments because of concern about being identified, especially as SCCP practitioners work closely with study respondents in multiple clinical and academic activities at SFHC. Having an interviewer not affiliated with SFHC was a tactic that was used to minimize participant concerns about sharing perceptions about their colleagues.
Conclusions
Development and evaluation of new models of care for an aging population that are aligned with current reform directions are necessary to address what has been described as one of the most challenging healthcare problems of our times. This study found that the introduction of a multidisciplinary, integrated program for seniors improved care processes, improved quality of care, and enhanced the experience of referring practitioners caring for elderly patients. Unclear communication of roles and responsibilities created confusion and has subsequently been addressed through clear role assignment within the team. Assessing clinical impact and examining perspectives of patients, caregivers, and other health professionals involved in the SCCP, as well as cost/benefit evaluations are planned to further understand the value of these approaches, which have broad implications for the design and delivery of primary care.
